M ore than a decade since the Institute of Medicine's (IOM) Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care report highlighted that racial disparities are due in part to health care providers' own biases, health disparities have persisted or worsened for some groups. [1] [2] [3] Both individual and organizational biases play a role in perpetuating health disparities along dimensions such as race/ethnicity, age, sexual orientation, gender, and socioeconomic status. 1, 4 These biases, when acted on without an individual's intentional control, are called implicit bias, and stem from automatic cognitive shortcuts that allow us to efficiently interpret stimuli by categorizing them in manageable bits. These instantaneous cognitive processes are more likely to be triggered in stressful situations when efficient decision-making is required, such as commonly occurs in medicine. 5 Most studies attempting to address implicit bias in health care strive to increase awareness of individual biases through self-assessments (eg, Implicit Association Test). [6] [7] [8] Several strategies have been suggested for individuals to act on specific biases once they are recognized, including conceptualizing bias as a habit of mind, [8] [9] individuating, 10 and perspective-taking. 11 Curricula on racism training have depended on pedagogical models that aim to improve individuals' awareness of cultural differences, self assessments and technical skills, or opportunities for self-reflection. These approaches emphasize awareness and action on an individual rather than at a systemic level. For enduring change, there is a need for approaches that act as catalysts for systemic change. 12 In an era of increasing tension regarding race and racism, trainees BACKGROUND AND OBJECTIVES: Implicit bias often affects patient care in insidious ways, and has the potential for significant damage. Several educational interventions regarding implicit bias have been developed for health care professionals, many of which foster reflection on individual biases and encourage personal awareness. In an attempt to address racism and other implicit biases at a more systemic level in our family medicine residency training program, our objectives were to offer and evaluate parallel trainings for residents and faculty by a national expert.
METHODS:
The trainings addressed how both personal biases and institutional inequities contribute to structural racism, and taught skills for managing instances of implicit biases in one's professional interactions. The training was deliberately designed to increase institutional capacity to engage in crucial conversations regarding implicit bias. Six months after the trainings, an external evaluator conducted two separate 1-hour focus groups, one with residents (n=18) and one with program faculty and leadership (n=13).
RESULTS:
Four themes emerged in the focus groups: increased awareness of and commitment to addressing racial bias; appreciation of a safe forum for sharing concerns; new ways of addressing and managing bias; and institutional capacity building for continued vigilance and training regarding implicit bias.
CONCLUSIONS: Both residents and faculty found this training to be important and empowering. All participants desired an ongoing programmatic commitment to the topic. are looking to faculty for direction. How faculty engage in these difficult conversations with learners, as well as broader communities and institutions, is important. There is a need for a health professionals curriculum that will move beyond simply identifying implicit biases through selfreflection to (a) provide insight into how such insidious biases perpetuate institutional inequities and potentially exacerbate structural racism, 13 and (b) empower health care professionals with skills for managing instances of racism and other implicit biases in their professional lives. The objective of this multimethod study was to evaluate participant experience with a parallel curriculum we simultaneously delivered to University of Minnesota North Memorial Family Medicine Residency Program residents and faculty (Minneapolis, MN) that aimed to meet these goals.
Methods
Our curriculum was based on a training module for residents that employs a transformative learning framework to address issues of race, racism, and "whiteness" (the overwhelming presence of white centrality and normativity in our society). 14 Besides providing opportunities for individual level self-reflection, our curriculum emphasized engagement in critical dialogue with system factors involved in institutionalized racism. We broadened our training approach by (a) offering two 60 to 90-minute parallel workshops for residents and faculty, focusing on both patient care and teaching, and (b) incorporating more practical, applied recommendations for how to address implicit bias in practice. Training sessions were led by a national expert on implicit bias, and involved group discussion and reflection (Table 1) . Anonymous satisfaction surveys were completed immediately after the second training (response rate=100%).
Recognizing that measuring implicit bias and the change in bias is problematic, 15 we opted to primarily study our intervention qualitatively.
Six months after the trainings, an external evaluator conducted two separate 1-hour focus groups-one with residents and one with faculty. The groups were conducted during weekly faculty meetings and resident meetings, both in March, 2018. Demographics of participants are in Table 2 . Both groups followed the same semistructured interview protocol of five questions. These questions were determined before the focus group, and were codeveloped by the research team and an independent external evaluator with expertise in evaluation of programs that advance social change within complex systems. The questions, guided by a formative evaluation approach, related to participants' experiences within the training, impacts of the training on individual roles and on the broader residency program, and areas for growth related to implicit bias.
The external evaluator analyzed the data using a phenomenological approach to further understand experience with the curriculum, using MaxQDA software. Data were coded using an inductive approach by identifying emerging themes and key points in the transcripts. Upon completion of coding of the second transcript (focus group 2), the full coding scheme was again applied to the first transcript (focus group 1) to achieve thematic saturation. The University of Minnesota Institutional Review Board reviewed the project and deemed it exempt.
Results
Participants reported high levels of satisfaction with the training on the anonymous surveys completed at the second training session, with 88% of residents describing it as excellent (5/5 on a Likert scale) and 13% as very good (4/5). Similarly 100% of faculty reported they would strongly recommend the training to other family medicine residency programs, with almost all noting the training will help them as providers, preceptors, and community advocates.
Four overarching themes emerged from the focus groups. Exemplar quotations are shown in Table 3 .
Increased Awareness of and Commitment to Addressing Racial Bias
Many participants reported that the training increased their awareness of racial bias, especially biases specific to medicine. Participants universally committed to increasing their awareness of racism and managing racial bias, both individually and as a program.
Safe Forum for Sharing Concerns
Participants in both focus groups expressed feeling safe sharing concerns with one another, noting the trainings strengthened their existing culture of open and safe communication. Residents reported feeling less comfortable going to faculty with their concerns about biases, noting worry about how such disclosures would be handled.
Implementing New Ways of Addressing and Managing Bias
Some participants reported they used new practices to address racial bias after the trainings. Some faculty members are collaborating with the larger affiliated hospital system to advance health equity work, asking for health equity officers and staff training on implicit bias. Some residents shared that the trainings provoked reflection regarding how their racial biases may affect how they choose treatment plans for patients. Since the training, several have been deliberately moderating that bias by challenging their decision making and assumptions. 
Institutional Capacity Building: Iterative Trainings and

Discussion
There is no single magic bullet approach that would eradicate implicit bias; residencies need to cultivate learning communities where difficult issues like implicit bias will be openly discussed. Participants indicated our training created a safe forum for sharing ideas, while recognizing the need for iterative learning and maintaining transparency in addressing implicit bias. Although participants learned skills regarding how to address racism, some wanted ongoing support for assertively addressing incidents of implicit bias.
Replication of this training and evaluation in other settings will allow comparison of findings; in so doing, contextual factors should be considered, including power dynamics inherent in residency programs. Institutions must include mechanisms to navigate these power imbalances, empowering those with less perceived power to feel comfortable sharing their experiences and perceptions. For example, dedicating time in meetings attended by both residents and faculty to discuss implicit bias together has the potential to open communication and facilitate appreciation of everyone's shared commitment to this topic.
Limitations of this study include a sample of 31 people from a single institution and the fact that not all focus group participants attended both training sessions due to scheduling challenges. While our focus groups Being able to challenge each other, and continuing that kind of openness.…almost like, "if you hear something, see something, say something." (faculty) were conducted 6 months after the trainings, indicating lasting effects, sustained enduring effects are difficult to predict. We are hopeful that continued programmatic vigilance and each person's ongoing journey regarding overcoming our biases will increase our institutional capacity and anchor ongoing work.
